The present paper seeks to examine the impact of working conditions on selfassessed health besides that expected to affect job satisfaction. We undertake this analysis assuming simultaneous decisions on reporting both satisfaction domains. For this purpose, we estimate simultaneously two probit procedures (those reporting a bad self-assessed health and being dissatisfied). Our results show that indicators for working conditions besides affecting job satisfaction do not condition self-assessed health status. Notwithstanding, our most relevant finding constitutes that job satisfaction would be conditioning self-assessed health. As a consequence, we can assure that job satisfaction presents association with health status. Hence, working conditions would have an indirect effect through job satisfaction on self-assessed health status. Furthermore, results should distinguish differential feelings by gender, especially when examining job satisfaction domain.
Introduction
The effects of working conditions on health have both a policy and research agenda of their own. Safety and health at work constitutes one of the European Union's most concentrated and most important social policy sectors. Recent research results point to job insecurity, job strain and job dissatisfaction showing independent, consistent and strong associations 1 Correspondence to: tmora@cir.uic.es. The author would like to thank Carme Borrell and the Agency for Public Health of the city of Barcelona for providing the data set used in this study. This research has been possible with the financial support of the Spanish Ministry of Science and Technology by means of grant SEJ2006-01161/ECON. The author reports no financial or other conflicts of interest.
with physical and mental health (D'Souza et al., 2003; Ferrie et al. 2005; Marchand and Durand, 2005 and Strazdins et al., 2004) . Furthermore, some studies explore such variables and associations in particular pathological conditions including back pain or the incidence of coronary events (de Bacquer et al., 2005 and Schneider et al., 2005) . Therefore, labour policies would be complementary to those correcting social inequalities in the health dimension. Moreover, Cai and Kalb (2006) argue that it is strongly relevant to understand the relationship between health and the labour market as a consequence of ageing population in developed countries.
The present paper addresses whether working conditions have an impact on self-assessed health besides that expected to affect individual job satisfaction. We will consider self-reported measures for both interrelated individual dimensions (health and labour). Thus, we argue that job satisfaction and self-assessed health are jointly determined since both indicators are two domains of individual satisfaction (see Van Praag and Ferrer-i-Carbonell, 2004) . Therefore, endogeneity will be present, i.e. we would obtain biased estimations when estimating this relationship just through one side. Individuals are expected to be able to value satisfaction domains disentangling several aspects of life, e.g. health and job, although personality traits are under both responses. For this reason, we estimate simultaneously both domains of satisfaction.
Strictly with regards to job satisfaction, Faragher et al. (2005) , using a meta-analysis procedure, state that policies addressed to increase job satisfaction, i.e. working conditions, would improve health status. Note that it is expected that workers with a low level of satisfaction are more likely to experience emotional burn-out, to have reduced levels of selfesteem and to have raised levels of anxiety and depression. Furthermore, job dissatisfaction encourages employees to resign. Freeman (1978) showed that job satisfaction is a good indicator of labour market mobility as well as reflecting either worker experience or preferences for outside opportunities (Lévy-Garboua et al., 2007) . These authors state that those people who are satisfied with their present job would be deciding to choose the same job again related to what happened with available alternatives. On the contrary, resignations lead to instability in the workplace, which in turn results in lower productivity. This analysis, then, is highly relevant for the Spanish economy since productivity rates are fairly low in comparison to their counterparts in the OECD.
Notwithstanding, it is well known that the relationship between labour market behaviour and health suffers an endogeneity problem. For instance, reverse causation is shown between labour supply and health status (Cai and Kalb, 2006) . Although using an objective measure of health, the problem will arise as a consequence of a worse labour performing pattern for those reporting a bad degree of health. So, the lower the degree of health, the lesser the worker productivity. The latter will lead to those individuals more likely to become unemployed or to achieve lower salary records.
In relation to our empirical evidence, the study of determinants of health status in Catalonia (Spain) point to the persistence of relevant inequalities across social classes, income and occupation levels, and gender Artazcoz et al., 2004 and García-Gómez and López-Nicolás, 2005) . However, little is known regarding the importance of individual working conditions. Thus, the present paper addresses a pending issue in the study of health determinants in Catalonia. In this regard, we report evidence using a quite homogeneous sample of individuals, i.e. those living in the city of Barcelona which allows us to focus on a concrete Spanish local labour market. Although this labour market could turn out to be quite specific, the Barcelona city concentrates more or less 70% of the Catalan GDP, the Spanish region where Barcelona is located, Catalonia being one of the richest Spanish regions. In our opinion, the latter permits us to consider specific labour market particularities. Likewise, the region of study is also interesting for two reasons: its labour market characteristics have many features in common with Southern Europe countries (where women face worse employment conditions than in other northern EU countries) and the Spanish economy presents rather lower productivity rates than OECD countries. This paper is structured as follows. The next section discusses the relationship between both domains of satisfaction. The second section describes the survey characteristics and the main variables considered. The following section explains the econometric model used whilst the fourth section shows the main findings of the study. The final section concludes with the main results.
2. Health status and job satisfaction: the relationship between both individual domains of satisfaction
Psychologists separate satisfaction among various domains of life. Thus, one may be rather unhappy with his or her health status but, on the contrary, very satisfied with his or her own job occupation. However, individuals who answer to a job satisfaction question in a health questionnaire will tend to make a choice by means of a joint evaluation instead of a separate one. Moreover, both dimensions are treated by individuals as human capital (Grossman, 1972) . Note that people invest either in health or education so as to achieve higher job ability, among other goals. Ability at work, or ability in a broad sense, makes people more productive. Hence, these concepts are quite closely related (see Currie and Madrian, 1999) .
Given this relationship, on one hand, labour market status has consequences on health status. For instance, those people who either experience mismatch or report lower salary records would be less satisfied with their present jobs. Then, job dissatisfaction likely would produce health shocks. Therefore, the underpinning factors on health dissatisfaction interact with those ones occasioning job dissatisfaction. On the other, we can expect that unhealthier individuals will need further medical care, although Spanish public health insurance guarantees full coverage (except for very few health care services such as odontology). Hence, these people will increase their labour supply, maybe by means of working a higher number of hours. The latter is likely to produce better earnings and maybe an improvement in individual physical or mental activity which would result in a better health status.
Additionally to the above mentioned interrelations, personality traits would be under both domains. Therefore, responses will be highly correlated as a consequence of psychological personal characteristics when answering the questionnaire. Judge, Erez and Bono (1998) point out core self-evaluations represent an ability or skill factor. Then, individual selfsteem would be under both domains of satisfaction. Core-evaluations affect people's appraisal of themselves subconsciously. Thus, specific appraisals are conditioned by these deeper self-appraisals although individuals are not conscious of the influence of their self-evaluations on their perceptions about health status, job satisfaction or their degree of well-being (Bono and Judge, 2003) . Hence, individual evaluations in multiple domains are determined by core evaluations. The latter will give rise to self evaluations being analysed simultaneously and not isolated.
Furthermore, to a certain extent, people respond to several life satisfaction domains indicating their own preferences determined to retrospective evaluations of experiences. Thus, someone asked about his or her satisfaction in health or job would be conditioned by biased memories deteriorating remembered utility. Then, a bad or a good recent experience in any life dimension would be conditioning well-being responses. For instance, being promoted in one's job six years ago or during the month previous to the interview would cause workers to show a dissimilar evaluation of their job satisfaction. Now, let's think about those who did not obtain a promotion contrary to their expectations, for instance during the fifteen days before the interview. A low self-steem would determine self-assessed health status besides its obvious considerable effect on job satisfaction. Likewise, making choices can be also conditioned by the individual emotional state when the evaluation is made. Therefore, unobserved factors will be present when answering satisfaction domains throughout the questionnaire. Additionally, "focusing illusion" could be present. Schkade and Kahneman (1998) state that people exert themselves into the asked question when thinking about it. At this juncture, an exaggerated relevance would arise in those requested satisfaction domains.
The present paper analyses both dimensions simultaneously through focusing on the negative responses. As expressed in the introductory section, the conducted analysis examines whether measures for working conditions alter health individual perception besides that operating on job dissatisfaction. Thus, we will examine the factors which are determining a negative health self perception and a negative response on job satisfaction. Note that conducting an analysis for the negative responses is strongly relevant since both indicators would be lying on social inequalities, although the main determinant reasons for each dimension could be different. The reason for coding into binary both dimensions is threefold. First, we capture enough sample size for the categories. It is well known that negative responses to satisfaction questions present very low frequencies. The same applies for our sample. Second, negative responses would simplify those problems that arise when we take satisfaction scores assuming interpersonal comparability because of the tendency of people to compare their health status or job achievements to those of their peers. At the ordinal level, this implies that individuals reporting a 4 are assumed to be more satisfied with their work than those reporting a 2. At the cardinal level, the distances between the answers provide information, i.e. someone reporting a 4 is twice as satisfied as someone reporting a 2. In this paper we will assume ordinality but simplifying response categories. Third and finally, Etilé and Milcent (2006) demonstrated that dichotomizing these kinds of responses allows to avoid much of reporting heterogeneity bias in self-reported health status, especially because of income-related effects.
The data
The empirical analysis is based on a data set provided by the Public Health Agency of the city of Barcelona. The survey was conducted in 2000 and covered all the individuals living in this city. The main aim of this survey was to study the health status of the residents in Barcelona (Catalonia, Spain). The survey is representative of the ten districts which make up this city. For this study, we eliminate all individuals that do not participate in the labour market (this restriction also eliminates those younger than 16 and older than 64) because we are interested in the relationship between a labour market outcome and a health status dimension. After cleaning for age and for missing observations, we obtain a final sample of more than 3,400 individuals. Fortunately, attrition was not an issue since non-respondents represented only 2.57% for the highest not attended item from the questionnaire. However, twice drawbacks are worthy of mention because of cross sectional data availability. First, the investigated period experienced a positive economic growth rate. Thus, we are not able to explore economic cycle effects which could alter working conditions in a different way based on the economic sector of activity. Second and since we do not dispose a panel, unobserved heterogeneity may alter estimation results. Notwithstanding, we were able to introduce a large list of covariates into the econometric analysis.
The dependent variable related to self-assessed health status was obtained using respondents' answers to a question concerning their general health status in a five category Likert scale. We grouped negative responses into a dichotomous variable -bad or very bad due to abovementioned reasons (gain enough sample size for responses, to obtain comparability and avoid much of reporting heterogeneity bias). Likewise we did the same operation with job satisfaction although in this case original scores were grouped in a four category Likert scale. Descriptive statistics indicate that a negative self-perceived health status is declared by 10.49% of respondents (1.03% for those reporting bad health and 9.46% for those with regular health) for the restricted sample (those who participate in the labour market) and a percentage of 9.74% report job dissatisfaction (1.93% for those very dissatisfied and 7.81% for those reporting dissatisfaction). Note that, when rating individuals' dissatisfaction with their job the survey makes use of a single question. It is reasonable to think that respondents provide an aggregated score in their responses reflecting satisfaction with the work itself, pay, promotion and supervision, for which we cannot infer which specific areas are of most relevance and interest for policy makers and employers to address.
Note that if we only address to those participating in the labour market we avoid to treat the well known healthy worker effect. That is, those gainfully employed exhibit lower overall death rates and so does for self-assessed health. The latter lies on severely ill and chronically disabled are excluded from employment. Empirical evidence show mixed size impact when accounting for this specific effect. Specifically and regards our sample, we observe 31.28% of men reporting bad health but this rate decrease to 9.07% once we only examine those participating in the labour market. These rates are slightly higher for women (36.84% and 12.60%, respectively). We prefer to work with this sub-sample although we know we cannot infer results to whole population. It is reasonable because paper's interest on analyzing working conditions effects on health degree besides job dissatisfaction influence. For this purpose, we use a sample of people who participate in the labour market. Even though, in order to avoid sample selection bias, we included labour participation predictions into our estimated equations. No significant changes were observed even disentangling by gender. The latter is strongly relevant for the women equation since their activity rate is considerably lower than that of their counterparts. Finally, we have examined a very specific sample, those gainfully employed men between 30 and 45 years old. Indeed, healthy worker effect might be minimized since a 91.67% of them are employed. Again, our results evidence no significant changes. Notwithstanding, we cannot infer to the rest of men cohorts and obviously, no conclusions can be extended for women sub-samples. Table 1 reports the summary statistics for those people reporting negative satisfactions for the restricted sample (those participating in the labour market). We show percentages for both endogenous variables disentangling by district of residence and educational attainment level besides other interesting covariates. Both conditioning variables are very strongly related to income household differences. Since income was not a variable included in the interview survey we used education as the main socioeconomic variable. Likewise and as usual, we assume that education is predetermined, given that most investment occurs early in the lifecycle. Moreover, the educational levels will indicate the presence of what have been called the non-monetary benefits from education. See Behrman and Stacey (1997) and Grossman (1972) for an assessment of the nonmonetary benefits on health. Even though, we also included other covariates which can be considered as a proxy for wealth disparities, e.g. job occupational levels or the district in which the individual resides inside the city of Barcelona.
Four main results arise from the reported figures in table 1. First, residence location shows relevant differences in average negative self evaluations since those districts characterised by a lower average income per capita (and minor life expectancy rates) present a higher significant percentage of people either with job dissatisfaction or reporting a negative self-assessed health. Second and, compared to men, females report poorer health than men. The latter is in line with previous empirical evidence for the Catalan case. Likewise, women are on average less satisfied with their jobs although this may be a consequence of their worse job occupations. However, we should attempt to establish whether gender differences can be explained by job-related or individual characteristics. Sousa-Poza and Sousa-Poza (2000) demonstrated that the gender gap is a result of workrole inputs and outputs rather than subjective factors. Then, this may come as a consequence of the presence of many statistically significant differences in working conditions and education attainments. For this reason, we will consider job occupational levels as regressors. Note that, we can observe that those reporting a bad state of health are more likely to be in the lower occupational levels whereas job dissatisfaction does not show this pattern as clearly as self-assessed health. Notwithstanding, we observe that the lower job occupational levels display higher heterogeneity than the rest of the categories which conditions the interpretation of above commented percentages.
Third, opposite percentages were found regards the relationship between educational attainment levels and both analysed satisfaction domains. Whilst, the positive relationship between the higher number of schooling years and better self-assessed health is rather clear, the latter does not apply for the job dissatisfaction percentages. Thus, income or non-monetary benefits of education are strongly relevant, as usual, when explaining health inequalities. However, job satisfaction is more dependent on individual references except to those having achieved a university degree. Then, someone attaining the highest educational level would be comparing his or her labour status with those people who can achieve the same labour market opportunities.
Fourth and finally, the average age for those reporting a bad state of health is significantly greater than those people indicating job dissatisfaction although higher heterogeneity is obtained for the second average. Again, health is obviously determined by biological features. On the contrary, job dissatisfaction would be determined by labour achievements, e.g. promotion in higher labour careers and, other factors rather than being explained by age.
The econometric approach
As mentioned above we will concentrate on examining the underpinning factors on reporting the worst satisfaction categories for both considered domains, i.e. labour dissatisfaction and reporting a bad degree of state of health. Thus, we conducted an analysis where both endogenous variables are dichotomous variables and where both indicators are self-reported measures. However, as has been already mentioned in the second section, job satisfaction and self-assessed health are jointly determined through personality traits and unobserved factors. As a consequence, we estimate both responses through a simultaneous equation as expressed in equation (1). This procedure is a simultaneous equations model that controls for the endogeneity of two related choices (Maddala, 1983) and at the same time allows for different covariates for each equation. Note that, as we mentioned before in the introductory section, job dissatisfaction influence on reporting bad health degree would be biased when using a standard causal procedure.
The true quality of both health and job satisfaction correspond to two latent variables that cannot be observed directly and which account for individual preferences. As mentioned above, what we observe are two self-reported measures. Thus, y * 1,i is the latent variable for a negative selfassessed health whereas y * 2,i denotes individual job dissatisfaction. These latent measures are conditioned to x1,i and x2,i which are the k-vector of explanatory variables, respectively, β and δ are the k-vectors of unknown parameters and, finally, ε1,i and ε2,i represent the random error terms which are normally distributed. This can be easily estimated although it is necessary to correct the parameter standard errors as proposed by Maddala (1983, p.246) . (1) For the purpose of exploring simultaneous decisions in responding to a negative score either in self-assessed health status or job dissatisfaction, for those people residing in the city of Barcelona, we made use of a wide set of explanatory variables. Specifically, we introduced four measures so as to detect individual working conditions. First, we included two dichotomous variables: one for those with a fixed term contract and a second one denoting labour instability in their present job. Besides these dichotomous indicators we also included two continuous measures: the number of working hours in a week and commuting time (in minutes). Those reporting a higher number of hours would be evidence for commuting. We also introduced other individual measures of health status: the number of chronic diseases and a dummy indicating those having experienced an accident in the last twelve months. Our interest was to determine the effects of suffering diseases rather than obtaining the effect of a specific one. In doing so, when considering the covariates related to a bad health status we will obtain the net effect of the number of working hours because it is well known that those who reduce their working hours are more likely to report a lower degree of health, seemingly to the above mentioned healthy worker effect.
Among the remaining covariates we can distinguish between common covariates and specific ones for each domain for identification reasons. We make us of those variables which have been included by previous literature. Related to common exogenous determinants we use the usual determinants: (i) individual characteristics (the individual age for which we also assumed a non-linear relationship; the civil status; the individual Body Mass Index which is the ratio of individual weight, measured in kilograms, to squared height, measured in metres; the individual nationality and; a few dummies, being the city of Barcelona our base category, denoting whether the individual was born in: the Barcelona province, the rest of the Catalan provinces, other Spanish regions, South America, Asia, Magreb or, in an OECD country); (ii) familiar features (the household size; a dummy indicating those living in a non fully-equipped house and; the district of residence in Barcelona city which denotes differences in household wealth or socioeconomic interactions based on neighbouring); (iii) individual educational level and the job occupational levels (managers, technical staff, technical support, administrative, services employees, industrial employees, operators and non-qualified employees). Finally, for identification, we introduced specific determinants of self-assessed health (x1,i) such as lifestyle conditions (doing physical activity, smoking regularly, heavy drinkers and drug consumers) and for job dissatisfaction (x2,i): industrial/services branch of activity, the kind of labour workday and having experienced an accident at place of work. Table 2 outlines the results in this study. Our findings point to the statistically significant effects only in one direction between both selfassessed considered measures. Job dissatisfaction seems to be affecting reported self-assessed health status but reported health does not impact directly on the job satisfaction dimension. Notwithstanding, we might consider an indirect effect. It should be stressed that job dissatisfaction coefficient results underestimated when using a standard causal procedure (results are available upon request).
Empirical results
As was expected, commuting time and people who are likely to lose their job during the next year show negative effects on job satisfaction. We can conclude that indicating a longer commuting time and reporting negative job expectancy on the next year which are likely to be originated by worse working conditions have positive effects on job dissatisfaction. Note that these results hold significant once we account for job occupational levels, educational attainment levels and a few indicators which are closely related to household income (e.g. district residence and the dichotomous indicator of some kind of deprivation).
However, the only significant effect on reporting a bad health degree is detected by the number of working hours. In this regard, those people who work harder display a better health degree which is in concordance with previous literature findings (the above mentioned healthy worker effect). Therefore, we should conclude that working conditions, obviously, affect job satisfaction but they do not play a statistically significant direct effect on health status. Nevertheless, we have to point out that being dissatisfied with the job, which is conditioned by personality characteristics (the same applies for self-assessed health status), would be associated to poorer health status. This association appears to be very plausible due to endogeneity between both domains of satisfaction. Hence, our indicators for working conditions would have an indirect effect through job satisfaction on self-assessed health status. For instance, pessimism aroused as a consequence of labour conditions would cause, maybe, a health shock contrary to our findings related to working conditions. Next, and regarding occupational job levels, we found statistically significant effects on labour dissatisfaction and, although to a minor degree with the health status category. This highlights the presence of a socio-economic gradient in the way state of health is distributed in the population when taking job occupational level as the variable of social stratification once we control through educational levels. Note that occupational levels are closely related to individual earnings. This result corroborates previous literature empirical evidence for the Catalan case. Likewise, we found educational attainment poorly related either to health status or job dissatisfaction. However, and corroborating our thinking, these variables were statistically significant when omitting job occupational levels which would be enclosing this effect. In addition, immigrants do not report poorer health status than those born in Barcelona city. Again, these differences would be collected through the job occupational categories.
Likewise, the measures for health status, i.e. the number of chronic disease and the self-reported BMI, are two of the most relevant factors. This result corroborates our expectations about the effects of diseases on several domains of satisfaction (Van Praag and Ferrer-i-Carbonell, 2004) . In fact, diseases have consequences on satisfaction that could be estimated equivalent to income changes (Ferrer-i-Carbonell and Van Praag, 2002) .
Gender, which deserves special attention, does not appear as statistically significant. In this regard, we corroborate Sousa-Poza and Sousa-Poza's (2000) findings. These authors, as was previously commented, state that the gender gap in job satisfaction disappears once we account for work-role inputs (our job occupational levels would be a proxy for this). However, in our opinion, the latter is true throughout our empirical results but perhaps would be hiding the existence of a gender gap when we disentangle job dissatisfaction into specific dimensions. In this regard and, only focusing on the better positioned women, higher educated women have been shown to report a lower job satisfaction specifically for job promotion than men although expectations became closer (Mora and Ferrer-i-Carbonell, 2007) .
At this juncture, we finally considered dissimilar responses by gender. Thus, although the gender coefficient was statistically insignificant in table 2, we decided to corroborate this by means of separate regressions. In our opinion, the latter is specifically relevant for the job satisfaction domain. A different behaviour by gender in responding satisfaction domains throughout the questionnaire would be a consequence of the argument that women are more orientated towards the intrinsic aspects of their jobs, such as feelings of self-determination and personal development, rather than to the extrinsic job characteristics, such as financial rewards (see Kim, 2005) . In the region of study, women face worse employment conditions than in northern EU countries corroborated by the considerably lower activity rate for Spanish women than men. In 2006, (16-64) participation rate of women in Catalonia was 53%; while rate of activity for men was 72% (Spanish female rate was even lower 48.6%). These numbers contrast with countries such as Sweden and Denmark where female activity rates are over 70% and also with the Lisboan target of 70% by 2010.
Our new results indicate that there arise differences in our conclusions once we disentangle the sample by gender. Hence, the non significance of gender variable in the previous regressions would be hiding some factors accounting for the specific feelings for each gender. The later relies on the fact that covariates display different effects after estimating separately based on gender. This is particularly relevant for the incidence of either working conditions or job characteristics since women permanently suffer discrimination. Indeed, the incidence of job dissatisfaction on being more likely to report a bad health degree only holds for females. Additionally, self-assessing a bad health status affects job satisfaction only for males although this relationship was previously non-statistically significant different to zero (the same applies for women equation). Moreover, we find dissimilar coefficients for the a few covariates which would be a signal that men and women report in a different way, especially for job occupation categories and individual demographic features. Note that 6 out of 7 job occupational categories turn out to be statistically significant for women results whilst in the case of men estimation results only one is determinant. That is, working conditions and steeper career profile are more relevant when analysing women answers to job dissatisfaction than men counterparts. Additionally, we should take into account that, as abovementioned, we only address to those participating in the labour market (we do not treat the healthy worker effect and we are introducing sample selection, especially in the case of women).
Furthermore, other covariates effects are worthy of mention. Main lifestyle indicators (smoking, drinking or consuming drugs) are non significant determinants of health status although these results suggest that individuals, as usual, may underreport bad habits. Notwithstanding, we found negative and significant association between poor health and doing physical activity. Since these concrete parameters come out of this paper's scope we avoided solving bias as a consequence of underreporting. Finally, the individual age variable -we also tested for non-linearity in ageing-is also statistically significant for the bad state of health equation. Hence, as expected, ageing implies a lower state of health.
Conclusions
It is argued there are important benefits derived from good working conditions (Siegrist, 1996 and Faragher et al., 2005) . This has proven to be important for job satisfaction domain since key labour variables explored are strongly associated, just as was expected. Our results find a statistically significant effect on self-assessed health status once we account for measures of individual health besides those well known effects of ageing and social inequalities which are included by means of job occupational levels and educational attainments.
Notwithstanding, in our opinion, the most relevant finding is that our analysed satisfaction domains are subject to personality traits or individual past experiences. Thus, the individual behaviour (being pessimistic or optimistic) also conditions the responses either for experiencing labour dissatisfaction or reporting a bad state of health. Hence, both domains of satisfaction should be estimated simultaneously. In this regard, previous literature has not included a simultaneous procedure. The latter would produce biased estimations for the effects of measures for working conditions on self-assessed health status. Note that, we can not infer in a broad sense, since our evidence is strictly related to a specific Spanish labour market. Notwithstanding and, contrary to previous empirical evidence, when estimating simultaneously, we have obtained non significant effects from working conditions on health when we have considered simultaneity. Furthermore, specific consequences arise when we disentangle the sample by gender probably due to men and women reporting satisfaction domains and self-assessed health in a different way.
However, we can assure that job satisfaction presents association with health status since both domains are simultaneously determined. Hence, working conditions would have an indirect effect through job satisfaction on self-assessed state of health. This finding is of interest to policy-makers. It points to some avoidable inequalities in health that should be addressed with the implementation of adequate policies. Thus, the improvement of working conditions would be considered as priority policies in this respect. It is important to address the causes of inequalities in health before they can lead to severe problems. Indeed, the later is especially relevant for disadvantaged social groups (poor, ethnic minorities, women) that systematically experience greater health risks than more advantaged social groups. Additionally, this becomes an opportunity to cut down health care expenditures which should rely on the responsibility of diverse government levels since the administration of social issues has been gradually transferred to the regional governments.
